ABSTRACT
INTRODUCTION
Older adult population has been increasing remarkably, not only in developed countries, but also in developing ones. In Brazil, the population in general has been aging significantly in the last 40 years. The Pesquisa Nacional por Amostra de Domicílios published by the Instituto Brasileiro de Geografia e Estatística in 2005 (data referring to 2004), shows that the total number of older adults living in Brazil is approximately 17 million, corresponding to 9.8% of the total population. Life expectancy at birth in Brazil has reached 71.7 years, which adds up 9.1 years comparing to 1980.
The aging process causes relevant changes in the demands and needs of the Brazilian health system (Chaimowitz, 7 1997 ). The rectangularization of the population pyramid brings direct impacts on resource allocation for health policies. Infectious diseases, more associated to the young population and to reduced course, are slowly being replaced by an increasing prevalence of chronic-degenerative diseases (due to the healing or death dichotomy) (Ramos, 19 2003 ).
Besides investigating and determining the pace of the population's aging, there is also a concern about studying the quality of aging and, later, designing interventions able to cause impact towards a healthy aging process. Therefore, researchers in geriatrics are increasingly interested in determining which factors are relevant to the quality of life in older adults (Browne et Fleck et al 14 (2003) carried out a study with focus groups for investigating the concept of quality of life and its determinants in Brazilian older adults. According to the methodology suggested by the World Health Organization (WHO), it was shown that the concept of quality of life (QoL) is especially related to well-being, positive feelings and health. Results indicated that the items of the WHOQOL-100 instrument are appropriate and relevant for measuring quality of life in older adults, but they are not comprehensive enough. There are fundamental aspects in the composition of quality of life in older adults which are not included in the WHOQOL-100 instrument (and, consequently, in the WHOQOL-BREF, since this is a condensed version of the former). Thus, the focus groups stress that the elderly population shows specific characteristics that need be included in the instruments used so that quality of life can be properly measured. Pearlman & Uhlmann 16 (1988) corroborate Fleck et al 14 findings by pointing out that several instruments used for measuring quality of life do not take into consideration areas of life which are identified as fundamental by the older adults, such as family relationships.
Power et al 18 (2005) , representing the WHOQOL group, emphasize that, due to the specificities shown by older adult population in the different centers involved in international data collection, there is a need to develop quality of life measurement tools directed to older adults and test them in a transcultural context. This study aimed at describing the development and validation of the WHOQOL-OLD module in Brazil. This is a specific complementary instrument for the assessment of quality of life in older adults that can provide additional information concerning quality of life in this specific population. 
METHODS
The WHOQOL-OLD module was designed aiming at developing and testing a valid quality of life assessment instrument for older adults. The aim of the project was to develop and test a generic QoL measurement tool capable of being used in cross-cultural investigations. Although the international development of the WHOQOL-OLD project is described in more details elsewhere (Power et al, 18 2005), an overview of the Brazilian Center's participation is provided below.
Firstly, the WHOQOL-OLD development followed the previous experience of the WHOQOL Group in international collaborative projects with WHOQOL-100 and WHOQOL-BREF, 22 through simultaneous transcultural methodology (Guillemin et al, 15 1993; Bullinger et al, 7 1996; Power et al, 17 1999 ). The initial phase was a discussion including 22 participating centers in order to obtain consensus about the construct and factors to be studied.
After that, focus groups and item generation were carried out (Fleck et al, 14 2003), analyzed with the international items for the development of a pilot module. The instrument was translated in each center following the methodology proposed by the WHO (Fleck et al, 12 1999; Fleck et al, 13 2000).
The next step consisted of refining, item reduction and pilot testing of the initial 40-item WHOQOL-OLD version. The pilot test was performed in Brazil with 339 subjects (average age 73.4, ±8.3; 56% women; 57.5% subjects with healthy perceived status). After this first application, the psychometric analysis of the items' performance was conducted in order to develop the field version to be tested in the 20 centers participating in this phase, involving a total of 5,566 subjects. The field test involved the application of the 33-item module, as well as the WHOQOL-BREF instrument.
After re-analysis of the data obtained in the field test, the final version of the WHOQOL-OLD module comprised 24 items recorded in a five-point Likert scale, divided into six facets. Each facet consists of four items, and thus generates independent scores ranging from 4 to 20 points (converted through syntax into a 0-100 scale). The six facets scores, combined with the answers of the 24 items, result in the overall score of the instrument. As for other WHOQOL instruments, higher scores represent better quality of life in the facets.
The WHOQOL-OLD module can be self-administered, administered with the interviewer's help or completely administered by the interviewer. In cases where interviewer's participation is required, they are asked not to interfere with the subjects' understanding of the items as well as not rephrasing or supplying synonyms to the words used in the instrument in order to keep its original characteristics.
According to the WHOQOL-OLD project, it would be necessary a minimum sample size of 300 subjects stratified by gender (50% women and 50% men), age Of the whole sample, 51 subjects selected by convenience sampling were re-interviewed two weeks after the initial interview, in order to assess the test-retest reliability of the instrument.
Besides the WHOQOL-OLD, the instruments below were also applied for inter-instruments testing (validity The internal consistency of the WHOQOL-OLD was assessed through Cronbach's alpha coefficient. The facets were individually analyzed and a reliability coefficient was also determined for the set of 24 items.
To assess criterion validity, multiple linear regression showed that the four domains of the WHOQOL-BREF were significant in the proposed model, using the variance of the answer to the question "How would you rate your quality of life" (G1 item in the WHOQOL-BREF instrument) as the dependent variable.
For the assessment of concurrent validity, correlation coefficients between total scores of the BHS and BDI scales and the scores of the six facets and overall scores of the WHOQOL-OLD module were analyzed.
All respondents were informed about the purposes of the study and the confidentiality of the data obtained. Subjects received and signed an informed consent approved by the Research Ethics Committee of the university hospital in which the study was carried out. Methodology followed the principles of the Declaration of Helsinki. Interviewers were medicine and psychology undergraduates previously trained for the application of the instruments used.
RESULTS
The final sample comprised 424 subjects whose demographic and clinical characteristics are described in Table 2 . This large sample ensures that statistical tests required to assess the instrument's psychometric performance can be properly conducted. BDI and BHS score means showed that the sample was predominantly comprised of non-depressed older adults without hopelessness symptoms.
Cronbach's alpha coefficients were suitable when assessed by facet or by the set of items, ranging from 0.710 (autonomy) to 0.885 (overall). Mean scores of each facet and overall scores between the group of older adults with minimum and higher than minimum intensity of depressive symptoms (mild, moderate or severe) were compared. Similarly, the difference of mean scores of each facet and overall scores between the groups that considered themselves healthy and unhealthy was tested. Table 3 shows data related to the analysis of discriminant validity. All facets and overall scores indicated significant differences when compared between the groups, showing suitable discriminant capacity.
Among the six facets of the OLD module, however, four were statistically significant (using α=0.1, a less strict value, since it is an exploratory analysis). The current model explains 51.1% of the dependent variable variance.
Therefore, the facets "sensory abilities" and "intimacy" did not show statistical significance in this model (Table 4 ).
All correlations of the BHS and BDI scales and the scores of the six facets and overall of the WHOQOL-OLD showed statistically significant levels. Negative coefficients indicated that the higher the hopelessness and depressive symptoms levels, the worse the quality of life facet scores.
The facet "death and dying" showed the lowest correlation coefficients with both scales (-0.124 against BHS and -0.222 against BDI), while the other facets and overall had similar and satisfactory performance. The highest correlation was observed in overall scores (-0.615 against BDI and -0.505 against BHS).
There were no significant differences in the score means of the facets and overall scores between test and retest assessments ( Table 5 ).
The correlation coefficients of facet and overall scores between test and retest were obtained, showing suitable and statistically significant values. Data analyzed as a whole showed that the instrument had good testretest reliability, with values ranging from 0.584 (Autonomy and Intimacy facets) up to 0.820 (overall).
DISCUSSION
The instrument showed good internal consistency measured by Cronbach's alpha coefficient in each facet as well as in the set of items. The coefficients are close to the ones described for the whole international sample (Power et al, 18 2005) and higher than the ones found in the WHOQOL-100 and WHOQOL-BREF in their validation processes (Fleck et al, 12 1999; Fleck et al, 13 2000), corroborating the appropriateness of the module's consistency.
In regard to criterion validity, four out of six facets were included in the multiple linear regression module and explained, as well as the four domains of WHOQOL-BREF, 51.1% of the variance. Once the facets included in the WHOQOL-OLD module were suggested and analyzed by the focus groups, there was discrepancy between the theoretical basis of the items and their psychometric performance. Four hypotheses were formulated to explain these findings.
The first one, of conceptual nature, suggests that these facets (sensory abilities and intimacy) may not be in The second hypothesis is related to the choice of the dependent variable in the regression model. The utilization of a single quality of life item as the dependent variable may be questioned based on its robustness. Bowling 4 (2005) states that robust items seem to produce reliable measurements, offering several advantages compared to long instruments. Another important fact against this hypothesis is that the WHOQOL-100 overall score and the WHOQOL-BREF generic quality of life item were included in these instruments to allow researchers to assess global quality of life (The WHOQOL Group, 1998) . These global items were used to test criterion validity in the field testing of both versions (Fleck et al, 12 1999; Fleck et al, 13 2000).
The third hypothesis is based on the characteristics of the sample studied, which is basically composed of community elderly who consider themselves healthy. One could suggest that the two facets not included in the regression model would be relevant if a predominant functionality restricted old adult sample was examined.
The fourth hypothesis, which it is believed to be the most probable one, is the occurrence of confounders or colinearity in the model that may cause decreasing facets impact. Correlations between WHOQOL-BREF domains and WHOQOL-OLD facets proved relatively homogeneous and of mild to moderate intensity (varying from 0.17 to 0.62) (data not shown), which refute the notion that high correlations could decrease the facets' impact in the model. However, other variables not included in the model could play that role. Depressive symptoms impact in the quality of life, shown in older populations (Xavier et al, 22 2003) is a relevant potential confounder. This issue will be addressed in another publication.
Along with the findings reported by these authors in another article (Fleck et al, 14 2003 ), the present study introduces a methodology for the development of health instruments that proposes the association of a quality approach (item generating) and a quantitative approach (objective measurement of the instrument's performance). Through this association, the subjects to whom the instrument is devised are able to actively participate in the item generation, determining the importance of the items proposed by researchers and evaluating the item formulation (concerning the terms used and understanding of phrasing).
The WHOQOL-OLD module is an additional tool to the WHOQOL-100 or WHOQOL-BREF as a useful alternative in the investigation of quality of life in older adults, including relevant aspects not covered by the instruments originally designed for non-elderly populations.
Since an instrument's validation is a continuous process, further studies for testing the WHOQOL-OLD's performance on older adult populations of different profiles are needed.
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